Abstract Heterotopic pregnancy is diagnosed as coexistent presence of fetuses at two or more implantation sites. Its incidence is very rare with presence of live intrauterine twins being even rarer. Diagnosis in such cases is difficult with ultrasound being the investigation of choice. Management is primarily surgical. It is a clinical entity which is becoming even more common with widespread use of assisted reproductive techniques. A 20-year-old primigravida with 10 weeks of gestation presented with sudden onset pain on right side of abdomen. She had history of treatment for infertility for 1 year. Ultrasound revealed live intrauterine twin pregnancy with a heterogeneous lesion in right adnexal region and peritoneal free fluid. In concordance with clinical findings a diagnosis of heterotopic pregnancy with ruptured ectopic was made. Patient was managed through emergency laparotomy without disturbing the intrauterine twin gestation. Higher incidence of heterotopic pregnancy has been observed in patients undergoing assisted reproductive techniques and therefore warrant regular and detailed examination and follow up to avoid complications like ruptured ectopic pregnancy.
Introduction
Heterotopic pregnancy (HP) is characterized by the presence of coexistent gestations at two or more implantation sites. It is a very rare medical condition with an incidence of around 1:30,000 in spontaneous natural conceptions [1] . The incidence is greater in pregnancies resulting from assisted reproduction techniques, varying from 1/100 to 1/500 and nearly as high as 1 % in some series [2, 3] . Heterotopic triplets are even more uncommon and only few cases with tubal ectopic and coexisting twin intrauterine pregnancy are reported in literature. This medical condition can be hazardous to the intrauterine pregnancy and mother's life as well [1] . We present a rare case of heterotopic pregnancy following fertility treatment with intrauterine twin and ruptured right-sided tubal pregnancy, which was successfully surgically treated with preservation of the intrauterine pregnancy.
Report of Case
A 20-year-old primigravida with 10 weeks of pregnancy, presented to the emergency department with complaints of sudden onset of right-sided lower abdominal pain. She also complained of vomiting and spotting per vaginum. Selfurine pregnancy test was positive 15 days earlier. She gave history of infertility for one year for which she took fertility treatment, but records were not available. On physical examination she was pale, her blood pressure was 100/70 mm Hg and heart rate was 120 beats/min. Abdominal examination demonstrated fullness in lower abdomen with diffuse abdominal tenderness that was maximal in the right iliac fossa and signs of peritonism. Per speculum examination demonstrated a closed posterior cervical os with minimal bleeding. Cervical tenderness was elicited during bimanual examination, with cervical excitation maximal in the right adnexa. Uterus was around 12-14 weeks size. Her hemoglobin was 6.8 g/dL. Ultrasonography demonstrated two intrauterine gestational sacs with fetuses (Fig. 1) . Cardiac activity was present in both the fetuses (Fig. 2) . The crown rump lengths (CRL) of both the fetuses were 30 mm corresponding to gestation of 9 weeks and 6 days. The right adnexa showed a heterogenous mass of approximately 10.0 cm 9 4.0 cm (Fig. 3) . Moderate amount of free fluid with internal echoes was present in the pelvis.
A provisional diagnosis of a heterotopic triplet pregnancy with live intrauterine twin gestation and ruptured right ectopic gestation was made. The patient underwent emergency laparotomy. There was ruptured right-sided tubal pregnancy with hemoperitoneum (Fig. 4) . Uterus was around 12 weeks size. Right-sided salpingectomy was done. All precautions were taken to not disturb the intrauterine gestation. Two units of blood were transfused postoperatively. Postoperative recovery was uneventful and patient was discharged on day 8 after stitch removal. She is under regular follow up and is currently in 28th week of gestation with no complications.
Discussion
HP is usually diagnosed as one or more intrauterine pregnancies co-existing with an ectopic pregnancy, which can be tubal, ovarian, cervical, cornual or abdominal. Of these, tubal pregnancies are the most common [4] . The higher incidence of HP in assisted reproductive pregnancies as compared to natural spontaneous conception is due to transfer of embryos by ART techniques into affected tubes and peristaltic movements do not expel these embryos. Previous history of tubal surgery or pelvic inflammatory disease also predispose to HP [5] .
Abdominal pain, adnexal mass, peritoneal irritation and an enlarged uterus are signs and symptoms [6] . Ultrasonography especially through transvaginal approach provides an important aid in diagnosis. The presence of cardiac activity in both intrauterine and ectopic fetuses confirms the diagnosis of HP [4] . Culdocentesis has proven to be beneficial in the diagnosis of ruptured ectopic pregnancies. Serial b-HCG levels are not very useful in the diagnosis of HP since subnormal levels of hormone production by ectopic pregnancy are masked by higher placental production from the intrauterine pregnancy [5] . Although most of the reported HPs have singleton intrauterine pregnancies, triplet and quadruplet HP have been rarely reported [7] . However their incidence has been increasing in the last decade due to increased use of assisted reproduction techniques. There is a case report of triplet heterotopic pregnancy with bilateral tubal ectopics and single live intrauterine pregnancy [8] .
Some of the relatively older studies have reported that the use of ultrasound is not very sensitive for the detection of HP [5, 8] .
Ectopic pregnancies are treated by laparoscopy or laparotomy depending upon the clinical profile of the patient [9] . The main precaution to be taken is not to disturb the live intrauterine pregnancy. With advancements in surgical and anaesthetic techniques the success of surgical management has increased over the years.
Conclusion
Heterotrophic pregnancy is rare but potentially a lifethreatening condition. Every patient undergoing assisted reproductive techniques needs to be thoroughly and regularly investigated and followed up for procedure-associated complications like heterotopic pregnancy. A high index of suspicion is necessary for early and timely diagnosis to achieve optimal clinical outcomes.
